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Abstract  18 
Objectives: Colombia’s civil conflict and persistent socio-economic disparities have 19 
contributed to mental health inequalities in conflict-affected territories. We explore the 20 
magnitude of mental health inequalities, contributing socio-economic factors, and 21 
sociodemographic characteristics that explain these differences.22 
Methods: The study draws on data collected in 2018, using the household survey Conflicto, 23 
Salud y Paz (CONPAS) applied to 1,309 households in Meta, Colombia. Logistic regression 24 
and decomposition analysis were used to analyse the risk of mental health disorders, 25 
measured with the Self-Reporting Questionnaire -20 (SRQ-20).  26 
Results: Individuals with lower socio-economic status are at a higher risk for mental health 27 
disorders. Forced displacement accounts for 31% of the measured mental health inequalities. 28 
Disparities in employment, education level, disability and conflict incidence between 29 
municipalities are other contributing factors. Women and people with disabilities are 30 
respectively 2.3 and 1.2 times more prone to present a mental health disorder. 31 
Conclusion: It is necessary to tackle the identified risk factors and sociodemographic 32 
circumstances that contribute to mental health inequalities in conflict-affected territories, as 33 
these hinder adequate/equitable access to mental health services.   34 
Introduction  35 
Mental health is a global development issue in conflict-affected territories (1). Conflict may 36 
increase the chances of experiencing mental disorders, such as depression, anxiety, and 37 
psychosomatic disorders (2). Reports around the world show a high prevalence of negative 38 
mental health outcomes as a consequence of war (3). A study on the Rwandan genocide 39 
reports a 24.8% prevalence of post-traumatic stress disorder (PTSD) symptoms in 2,091 40 
subjects (4).  Similarly, a study on the 20th-century Guatemalan civil war reports anxiety 41 
symptoms in 54.4%, depression symptoms in 38.8%, and PTSD in 11.8% of refugees, 20 42 
years after the civil conflict (5). The violence experienced during civil armed conflicts tends 43 
to persist over time, an issue which produces sustained mental health problems among 44 
conflict-affected populations for several years. This leads not only to difficulties in long-term 45 
recovery but also to the ‘cultural normalization’ of this phenomenon (6).  46 
Colombia’s armed conflict is one of the longest-lasting civil armed conflicts in the world. It 47 
has lasted for more than 50 years and has caused approximately 220,000 deaths (1958–2012), 48 
1,982 massacres, 27,023 kidnappings (1970–2010), 25,007 forced disappearances, and more 49 
than 4,744,046 internally displaced people (7). The Colombian conflict has led to a high 50 
prevalence of mental disorders in the affected territories. A small-scale study (N=109) in the 51 
country found a high prevalence of mental disorders, specifically PTSD symptoms (88%), 52 
anxiety (44%), and depression (41%), in people who have experienced internal displacement 53 
in conflict-affected territories (8).  54 
The armed conflict in Colombia has simultaneously perpetuated direct conflict-related 55 
violence, associated with higher anxiety-related psychopathologies, as well as non-conflict 56 
violence, such as a higher prevalence of substance abuse and domestic violence (9). 57 
Additionally, conflict-related violence has affected access to healthcare for the most 58 
vulnerable populations who have experienced the hardships of war (10). Therefore, it is 59 
necessary to identify contributing factors that sustain negative mental health outcomes in 60 
long-lasting civil conflicts (11). 61 
Mental health outcomes may be characterized by the influence of socio-economic 62 
circumstances on an individual’s health.  The most influential conceptual model, the Social 63 
Determinants of Health (SDH), defines these determinants as “the circumstances in which 64 
people are born, grow up, live, work, and age and the systems put in place to deal with illness” 65 
(12). These socio-economic factors establish the everyday risks or protective factors to which 66 
people are exposed and which, altogether, determine health. Consequently, it is important to 67 
identify those circumstances that most influence health in conflict-affected territories.      68 
Poverty is one of the most studied social determinants of mental health. High levels of 69 
poverty in low- to middle-income countries tend to be associated with an increased incidence 70 
of mental disorders due to financial and economic stress (13). At the same time, mental health 71 
issues affect social engagement, labour, and work productivity (14). A lower income also 72 
results in exclusion from adequate health services (15), leading to broader negative mental 73 
health consequences. In the long run, these circumstances increase disparities among families 74 
and territories. 75 
Poor quality and access to educational services, as well as occupational social class 76 
differences, tend to increase disparities among populations (16). Individuals with low socio-77 
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economic status (SES) tend to be at a higher risk of developing mental health disorders (17). 78 
In regions such as Latin America which, historically, have been characterized by high levels 79 
of socio-economic inequality, this leads to reduced access to mental health services and 80 
inequalities in mental health (18). 81 
Tackling inequalities in mental health can guarantee a better quality of life for the population 82 
(19). The prevalence of mental health disorders may produce further inequalities in other 83 
areas of the individual’s life or increase health-risk behaviours (20). Furthermore, these 84 
disparities tend to become more persistent over time, due to inequalities in healthcare 85 
provision and greater barriers to accessing mental healthcare services (21). The prevalence 86 
of these disorders in people at lower income levels increases the social gap which, in the long 87 
run, may contribute to poverty persistence (22). Establishing the relevant barriers, 88 
differences, or sociodemographic characteristics that contribute to these inequalities in 89 
mental health can improve access to adequate health services (23). 90 
The present study determines which sociodemographic factors account for the inequalities in 91 
mental health in a territory that was highly affected by the Colombian conflict in 2014, 92 
through an analysis of the social determinants of health. The study uses information provided 93 
by the CONPAS survey conducted in Meta, Colombia in 2018, but which includes 94 
retrospective information about mental health outcomes for 2014. 95 
The following section presents our methodological approach, followed by our main results. 96 
We conclude with a discussion of the main implications and the conclusions that can be 97 
drawn from our results. 98 
Methods 99 
The CONPAS survey is representative at the level of conflict incidence of the municipality, 100 
measured using the scale developed by the Conflict Analysis Resource Centre (CERAC). 101 
The population under analysis were households or habitual residents living in Meta, 102 
Colombia. The survey sample was selected through a probabilistic multistage sampling. First, 103 
random square blocks were selected in each municipality, then specific residences were 104 
selected and, finally, for each residence, one single household. The head of the household or 105 
a key informant was identified to conduct the survey.   106 
First, we performed a descriptive analysis to conduct appropriate data cleaning procedures. 107 
Some categorical variables were regrouped to have a minimum number of observations per 108 
category for statistical analysis. We excluded people in our sample who, in 2014, were minors 109 
or not living in Meta, to focus our analysis in this specific conflict-affected region. This 110 
process left us with a sample size of 1,089 individuals.   111 
We conducted a logistic regression to measure the importance of several sociodemographic 112 
variables on mental health outcomes. Then, we performed a decomposition analysis (24) to 113 
disaggregate mental health inequities as a function of inequities of socioeconomic 114 
determinants. Households were classified by socioeconomic levels using the Household 115 
Wealth Index (HWI) (25). The HWI was used to measure the inequality in the distribution 116 
of mental health disorders in our sample. The wealth index for a specific household is defined 117 
as 118 
119 
where x are the independent binary variables measuring the ownership of a specific asset 120 
related to wealth, xbar is the mean of this variable, s is its standard deviation, and alpha are 121 
the relative weights of each variable. For the x variables, we used specific questions that 122 
measured access to different household assets. The weight of each variable was obtained 123 
using Principal Component Analysis. Finally, using the HWI, we divided our sample by 124 
poverty quintiles.  125 
We used the Self Report Questionnaire-20 (SRQ-20), an instrument developed by the World 126 
Health Organization, to measure mental health outcomes (26). If a person answers ‘yes’ to 127 
eight  or more questions on the SRQ-20, he/she presents a positive tendency (SRQ+) of 128 
presenting a mental health disorder.  129 
We then constructed the Health Concentration Index (HCI), using the HWI and our mental 130 
health indicator (SRQ+) (24). The HCI measures the inequality in the distribution of mental 131 
health disorders in a population and ranges between –1 and 1, where a negative value 132 
represents an unequal distribution against poorer individuals, 0 represents a perfect 133 
distribution, and a positive value represents inequality against richer individuals. The HCI is 134 
defined as the ratio of the area between the concentration curve and the line of equality 135 
against the total area under the line of equality: 136 
137 
where Y is the health variable (SRQ+),  is its mean, and  is the person’s rank (or 138 
position) in the income distribution. The ranking variable, which ranges from 0 to 1, 139 
classifies individuals according to socioeconomic status, based on the HWI index.  140 
However, since our explanatory variable is dichotomous (0, 1), an appropriate correction 141 
must be applied to scale the range of the index to its possible values. Wagstaff (27) 142 
proposed a variation of Equation (2) for binary outcome variables as follows:  143 
144 
With this transformation, the range of our HCI moves from  to , ensuring that 145 
the HCI can be interpreted between the values of a standard concentration index.  146 
We can calculate the individual contribution of socioeconomic determinants in explaining 147 
mental health inequalities through decomposition analysis. This method measures the extent 148 
to which inequalities in mental health, measured by the HCI index, can be attributed to 149 
disparities among specific independent variables. For our analysis, explanatory variables 150 
included several sociodemographic variables that have been associated with differences in 151 
mental health outcomes in the academic literature.  152 
To determine the relative importance of our independent variables in explaining the 153 
inequalities in mental health, we applied a probit model. Independent concentration indices 154 
(  ) were calculated for our explanatory variables using Equation 4:  155 
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156 
where X is the independent variable,  is its mean, and R is the ranking variable of 157 
individuals categorized by income levels. These concentration indices measure the existing 158 
inequalities in the distribution of the independent variable among different socioeconomic 159 
levels.  160 
Using the marginal effects of the probit model, we then estimated the weight or relative 161 
importance of each independent variable for describing our explanatory variable, namely, 162 
the SRQ indicator. 163 
164 
where  is the marginal effect of our probit estimation and  and  are the means of our 165 
independent and dependent variables. The weight measures the relative importance of this 166 
independent variable in explaining the overall HCI of mental health. The contribution of an 167 
independent variable to the HCI is estimated as:  168 
169 
Finally, we can estimate the percentage or ratio by which inequalities in mental health 170 
disorders, the HCI value, would be reduced if inequalities in a specific independent variable 171 
are reduced to zero by:  172 
173 
Results 174 
Table 1 presents the summary statistics of the sample (N=1089). As shown, 53% of the 175 
sample is composed of women. The age range most represented is 18–44 years, accounting 176 
for 51.8% of the total population. Up to 39.3% of the sample lives in rural areas, whereas 177 
13.1% and 44.2% live in municipalities with high and low armed conflict impacts, 178 
respectively. In 2018, the year when the CONPAS survey was applied, 43% of the sample 179 
reported themselves as people currently experiencing internal displacement. Finally, 15.5% 180 
of the population has a positive tendency to present mental health disorders, as measured by 181 
the SRQ-20 in 2014.  182 
(Insert_Table_1_here) 183 
Factors explaining tendencies to experience mental health disorders  184 
We conducted a logistic regression to identify which sociodemographic variables are most 185 
associated with a positive tendency to present mental illness (SRQ+). Table 2 presents the 186 
differences between people who have SRQ+ and those who do not.  187 
(Insert_Table_2_here) 188 
Experiencing internal displacement increases the odds of experiencing a mental health 189 
disorder by 1.9 times in comparison to those who are not displaced. Moreover, women are 190 
2.3 times more likely to experience a mental health disorder compared to men who have 191 
similar characteristics. Finally, people who have any sort of disability, measured by the 192 
World Health Organization Disability Assessment Schedule (WHODAS), are 1.2 times more 193 
prone to present a mental health disorder.  194 
Although a logistic regression quantifies the change in the odds of presenting tendencies of 195 
mental health disorders when an individual presents a certain sociodemographic 196 
characteristic, this analysis does not allow to measure inequalities in the distribution of 197 
mental health outcomes within a population group. Moreover, it prevents us from estimating 198 
the extent to which inequalities in mental health outcomes can be explained by inequalities 199 
in other determinants. Because of this, we performed a decomposition analysis of mental 200 
health inequalities among the CONPAS population. 201 
Inequality in the tendency of presenting mental health disorders 202 
Using the HWI index and the distribution of SRQ+ cases, we constructed a concentration 203 
curve for this mental health indicator in 2014. The results are shown in Figure 1.  204 
(Insert_Figure_1_here) 205 
A concentration curve above the line of perfect equality is an indicator that SRQ+ is unevenly 206 
distributed among the population at different levels of income. The curve for 2014 and the 207 
negative HCI of -0.189 (rounded to -0.19) indicates that mental health disorders are 208 
disproportionally concentrated among the CONPAS survey population in 2014. A negative 209 
HCI indicates that, on average, people at lower socioeconomic levels have higher tendencies 210 
of presenting mental health disorders than people at higher income levels. The bulk of the 211 
inequality, in this case, is concentrated in people who have medium income levels. However, 212 
the poorest members of CONPAS 2014 show a fair distribution of the number of cases of 213 
mental health disorders.  214 
Decomposition Analysis - CONPAS 2014  215 
Using the variables included above in the logistic regression as independent factors, we 216 
performed a decomposition analysis of the health concentration index for mental health 217 
(Figure 1).  218 
(Insert_Table_3_here) 219 
A social determinant can contribute to mental health inequality in one of two ways (28): first, 220 
if the determinant has a high prevalence among people with low income (CI is negative) and 221 
is associated with higher tendencies to present mental health disorders (marginal effect Beta 222 
is positive). These represent socio-economic risk factors mostly found in people at lower 223 
income levels. Second, if the determinant has a high prevalence among people with high-224 
income levels (CI is positive) and is associated with lower chances of presenting mental 225 
health disorders (Beta is negative). These are protective factors found mostly in people with 226 
higher socio-economic status. The percentage of contribution shown on the last column of 227 
Table 3 indicates the magnitude by which inequalities in mental health outcomes could be 228 
reduced if the inequalities in that specific determinant were reduced to zero, if the effect of 229 
these determinants on mental health outcome is causal.  230 
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Results show that experiencing internal displacement significantly contributes to mental 231 
health inequalities (31%). Displacement is highly concentrated in people with lower socio-232 
economic status (-0.32) and people experiencing internal displacement are 0.07 times more 233 
prone to experience a mental health disorder in comparison to those who are not displaced. 234 
Ethnicity does not contribute to mental health inequalities as differences in the chances of 235 
experiencing mental health disorders between majority and minority ethnic groups are almost 236 
the same (-0.00). Even though women are much more prone to experience mental health 237 
disorders in comparison to men, gender does not contribute to mental health inequalities 238 
along different socio-economic groups since gender distribution is similar along socio-239 
economic levels. Living in rural versus urban areas does not contribute to mental health 240 
inequalities.  Even though people in urban areas are more prone to experience a mental health 241 
disorder in comparison to rural areas (-0.14), the population in urban areas is constituted 242 
mostly by people of higher income levels. Living in rural areas, for lower-income 243 
populations, is acting, in this case, as a protective factor. Finally, experiencing any type of 244 
disability contributes to mental health inequalities (27%). Higher disability levels are found 245 
in people at lower-income groups (-0.15) and suffering any degree of disability increases the 246 
chances of experiencing a mental health disorder by a factor of 0.02. 247 
For categorical explanatory variables, it is better to analyse marginal effects and 248 
concentration indexes individually, since the sign of the percentage of contribution in column 249 
4 of table 3 is sensitive to the base category we use. Age contributes to mental health 250 
inequalities since middle-age population groups have higher chances of experiencing mental 251 
health disorders, in comparison to older population groups, and this group is mostly found in 252 
lower socio-economic levels (CI: -0.05). Education highly contributes to mental health 253 
inequalities. People with no education and those with only a primary level have higher 254 
chances of experiencing mental health disorders in comparison to those with higher education 255 
levels (0.043 and 0.082 respectively). Having no education almost doubles the chances of 256 
experiencing a mental health disorder in comparison to people with primary education. These 257 
people are also highly concentrated in the lowest socio-economic groups, with a CI of -0.39 258 
for no education and a CI of -0.41 for primary level education. People working in informal 259 
jobs are mostly found in the lower socio-economic groups (CI: -0.43) and have higher 260 
chances of experiencing mental health disorders in comparison to people with formal jobs.  261 
People living in municipalities with no conflict, or municipalities that are low affected  have 262 
higher tendencies to present mental health disorders in comparison to people living in the 263 
capital city or in highly affected territories. Living in the capital city increases mental health 264 
inequalities. This determinant acts as a protective factor in favour of higher-income groups, 265 
who are more concentrated in the capital city (CI: 0.456) and have lower chances of 266 
experiencing mental health disorders in comparison to those living in other Meta 267 
municipalities (0.03). Finally, living in a municipality with low conflict incidence increases 268 
mental health inequalities. People living in these territories, mostly of lower socio-economic 269 
levels (CI: -0.27), have an increased chance of having a mental disorder by nearly 0.04. 270 
Discussion  271 
Main conclusions 272 
The results of the analysis of the CONPAS 2014 survey data show that the tendencies to 273 
present mental health disorders are unevenly distributed among the population of Meta. 274 
Specifically, disparities tend to be larger for individuals at low- and middle-income levels. 275 
The overall inequity measured by the HCI is equal to -0.19, indicating that inequalities are 276 
more pronounced at low-income levels.  277 
Decomposition analysis shows several structural and intermediate determinants important 278 
for explaining mental health inequalities. Internal displacement is particularly important as it 279 
tends to be more common in people already living under socio-economic difficulties.  280 
Displacement obligates individuals to leave their households, their support networks, and 281 
assets. Displaced individuals generally arrive to places where health circumstances are 282 
inadequate, such as poor neighbourhoods with high levels of crime, drug trafficking and other 283 
social issues, which negatively influence mental health outcomes.  284 
Results show that a municipality’s conflict incidence level partially contributes to mental 285 
health inequalities.  Multiple mechanisms could explain these results, most of them related 286 
to structural inequalities between territories. People in conflict-related environments are not 287 
only more exposed to violence, which influences mental health, but also may have limited 288 
access to mental health services. Capital cities may be in an adequate position to provide 289 
more stable health services and to have access to more skilled health practitioners. These 290 
inequalities are structural and context-related, and usually out of an individual’s control, 291 
making them especially difficult to tackle. However, mental health inequalities in highly 292 
affected territories may not be discernible due to general negative health outcomes in all 293 
population groups or generally positive mental health outcomes in no conflict territories.  294 
Urban zones may be exposed to additional stressors like gang violence, sound contamination 295 
and other circumstances that can influence health outcomes negatively, in comparison to rural 296 
areas. Even though rural areas tend to concentrate people of lower socio-economic groups, 297 
mental health outcomes are not systematically worse. This may indicate several implicit 298 
benefits of living in these territories, such as lifestyle-related factors or stronger relationships 299 
among peers. 300 
Results show that social and economic circumstances present the greatest contribution to 301 
mental health inequalities. Our data shows that people working in formal jobs and with higher 302 
education levels are not only of higher socio-economic groups but also have lower chances 303 
of experiencing a mental health disorder. Mechanisms explaining the importance of work 304 
status and education determinants may be explained primarily through two mechanisms: their 305 
influence on income and on opportunities. Having a formal job may lead to greater financial 306 
stability and reduce stress from possible financial difficulties. Education usually contributes 307 
to better income streams but, most importantly, generates more opportunities in life and 308 
work, which may improve living standards, and simultaneously, reduce health risk 309 
behaviours and negative mental health outcomes.  310 
Individual determinants, those inherent to a person, such as age and ethnicity, are also 311 
important, but our analysis showed that they tend to be less determinant for explaining mental 312 
health inequalities. Younger population groups have higher chances of experiencing mental 313 
health disorders and are especially concentrated in lower socio-economic groups. Our results 314 
do not show significant differences between ethnic groups which may indicate that violence 315 
or social difficulties are not affecting a specific ethnic group or community systematically.  316 
317 
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Our results show that women have a higher probability of experiencing a mental health 318 
disorder in comparison to men, a conclusion that is consistent with the international literature 319 
(23; 29). However, as gender distribution is relatively similar between socioeconomic 320 
groups, this variable does not explain overall mental health inequalities between income 321 
groups in these territories. In Colombia, and specifically in conflict-affected regions, negative 322 
health outcomes among women have been associated mostly to gender-based violence 323 
originating from conflict (34). Examples include violence against a spouse or partner 324 
(sometimes leading to death) by armed groups, rape, or forced abortion, and forced 325 
recruitment of children at very young ages (34). However, since gender distribution is 326 
relatively similar between socioeconomic groups in our sample, this variable does not explain 327 
the overall mental health inequalities between income groups found in our study. However, 328 
because as the conflict may exacerbate pre-existing vulnerabilities among women, such as 329 
intimate partner violence, specific programs targeted to promote women's mental health and 330 
recovery are important to minimize the long-run mental health consequences of the conflict 331 
for this group, especially in highly affected territories. 332 
Comparison with previous international and national studies  333 
The results show similarities to national and international studies evaluating mental health 334 
inequalities. Cuartas et al. (23) performed a similar decomposition analysis with the National 335 
Mental Health Survey of Colombia in 2015, finding an HCI of -0.12 with a nationally 336 
representative population. Our results show higher inequality levels (HCI: -0.19), a 337 
difference that may be ascribed to our study concentrating on a territory that has been 338 
historically more affected by the armed conflict. 339 
Sociodemographic differences that explain mental health inequalities are consistent with 340 
previous national and international studies. Morasae et al. (29) evaluated the mental health 341 
disparities in Iran’s capital Tehran, where the contribution of education status represented 342 
13.4% of the total mental health inequalities, which is somewhat lower compared to our study 343 
(approximately 18.9%). Although education and employment status contributed to our 344 
general overall inequality levels, the contribution of internal displacement (31%) 345 
demonstrates that conflict may further increment inequalities in mental health.   346 
Displacement and living in a municipality affected by armed conflict contribute in a certain 347 
degree to mental health inequalities. Displaced populations in Colombia experience 348 
difficulties in generating sustainable income, face greater social risk, and are forced to come 349 
up with diverse coping strategies to solve everyday problems (30). Territories exposed to 350 
armed conflict in Colombia experience difficulties in medical health provision, frequent 351 
attacks against medical mission personnel, and limitations in the implementation of 352 
sustainable medical healthcare systems (10). Nevertheless, in territories with high exposure 353 
to conflict, mental health outcomes may be negative in all population groups, which might 354 
explain way inequalities in health outcomes could not be discernible between socio-355 
economic levels.   356 
Strengths and weaknesses  357 
Our study contributes to further the discussion on the impact and consequences of armed 358 
conflict in mental health outcomes. Additionally, it exhibits risk factors and 359 
sociodemographic circumstances that may increase mental health disparities. Concentrating 360 
on a territory highly affected by the armed conflict enabled us to establish the differences and 361 
determinants of mental health disorders and disparities that may not be easily discernible, 362 
considering only the national mental health average outcomes. This highlights the importance 363 
of analysing mental health in territories at different conflict intensity levels.  364 
A key contribution of our study is our analysis of the influence of people’s home territories 365 
on mental health outcomes, commonly known as neighbourhood effects (31). International 366 
research on conflict and mental health has focused mostly on the consequences of direct 367 
conflict violence, an approach that tends to overemphasize the impact of direct war exposure 368 
in mental health (32). Our study offers news research perspectives on the impact of conflict 369 
intensity in mental health, not only in specific population groups (victims, soldiers etc.) or 370 
using case studies, an approach common in recent literature, but through a large descriptive 371 
survey study of a population.  372 
Our analysis was conducted at the household level in Meta. Therefore, it may not reflect the 373 
circumstances of those who live in the most stressful and difficult economic situations, 374 
particularly those who do not own a house or have a permanent residence. This limitation 375 
may be concealing more profound mental health disparities in the poorest population.  376 
Final remarks  377 
Mental health is a global development issue and is one of the invisible problems in 378 
international development (1). Social inequities also comprise one of the most prevalent 379 
problems of Latin American countries. These problems, combined with the presence of 380 
armed conflict in especially vulnerable communities, may increase the prevalence of mental 381 
health disorders and simultaneously lead to difficulties in recovery, treatment, and long-term 382 
quality of life. Political importance, public policy interventions, and prioritization must be 383 
conducted to guarantee that these populations find adequate mental health services and have 384 
psychosocial accompaniment to improve their general wellbeing. Closing this gap adequately 385 
and incorporating social circumstances into mental health programs is an important way, not 386 
only to improve general wellbeing but to simultaneously consider that the statement “no 387 
health without mental health” (33) is even more relevant in conflict-affected territories.  388 
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Table 1 Summary statistics – Sample of 2014 for survey Conflicto Paz y Salud
Sample: CONPAS, 2014 
(N=1089)
N % 
Gender                                      
        Men 508 47.0 
        Women 581 53.0 
Age group
       18 – 44 564 51.8 
       45 – 64 412 37.8 
       65+ 113 10.4 
Household location 
       Urban area 661 60.7 
       Rural areas 428 39.3 
CERAC conflict classification 
       Capital city 282 25.9 
       Highly affected municipality 143 13.1 
       Not affected municipality 183 16.8 
       Lowly affected municipality 481 44.2 
Number of internally displaced 
people (IDP) – reported in 2018
468 43.0 
SRQ+ mental health indicator 169 15.5 
Source: Prepared by authors based on CONPAS 2014
CERAC conflict classification: Classification used by the Conflict Analysis Resource 
Centre (CERAC) to measure conflict incidence in a municipality                                           
SRQ+: Possible mental health disorder measured by the Self Report Questionnaire 
Table 2 Logistic regression – Self-Report Questionnaire + and sociodemographic variables 
17 
SRQ - SRQ+





Internally displaced (p-value: 0.006)
1. No 554 60.2 67 39.6 1 
2. Yes 366 39.8 102 60.4 1.90**
Age group (p-value: 0.097)
1. 18 – 44 years 485 52.7 79 46,75 1 
2. 45 – 64 years 343 37.2 69 40.83 0.84 
3. 65 or more 92 10.0 21 12.43 0.61 
Sex (p-value: <0.001 )
1. Men 456 49.6 52 30.8 1 
2. Women 464 50.4 117 69.2 2.30**
Household location (p-value: 0.316)
1. Urban Area 559 60.8 102 60.3 1 
2. Rural Area 361 39.2 67 39.7 0,88 
Job type (p-value: 0.217)
1. Working (formal) 211 22.9 30 17.7 1 
2. Working (informal) 646 70.2 129 76.3 1.17 
3. Out of the labour force 63 6.9 10 5.9 0.79 
CERAC conflict classification (p-
value: 0.009)
1.        Highly affected 
municipality 
123 13.4 20 11.8 0.89 
Source: Prepared by the authors based on CONPAS 2014 (Note: *p<0.05, **p<0.01 –
SMMLV: Colombian Minimum Wage – (616.000 COP (257 USD) in 2014) (N: 1089) 
CERAC: Conflict Analysis Resource Centre                                                                    
WHODAS: World Health Organization Disability Assessment Schedule 
Table 3 Inequalities in mental health - decomposition analysis – Conflicto Paz y Salud 2014
2.        Lowly affected 
municipality 
386 42.0 95 56.2 1.34 
3.        Not affected 
municipality 
157 17.1 26 15.38 1.46 
4.        Capital city 254 27.6 28 16.6 1 
Ethnicity (p-value: 0.330)
1. Non-minority    727 79.0 124 73.4 1 
2. Minority 193 21.0 45 26,6 0.99 
Education (p-value: <0.001 )
1. None 48 5.2 17 10.1 2.06 
2. Primary school 401 43.6 92 54.4 1.32 
3. Secondary school 312 33.9 38 22,5 0.83 
4. Higher education 159 17.3 22 13.0  
WHODAS score (p-value: <0.001 ) - - - - 1.19**







Health concentration index 
(HCI)
NA -0.19 NA 
Internally displaced
1. No Baseline 
2. Yes 0.07 0.43 -0.32 0.19  31.18% 
Age group
1. 18 – 44 years Baseline 
2. 45 to 64 years -0.02 0.38 -0.05 -0.05  -3,87% 
3. 65 or more -0.05 0.10 -0.03 -0.03  -1.83% 
Sex
1. Men Baseline 
2. Women 0.08 0.53 0.27 0.27  -21.20%
Household Location
1. Urban Baseline 
2. Rural -0,14 0.39 -0.67 -0.03  -12.20%
Job Type
1. Working (formal) Baseline 
2. Working (informal) 0.01 0.71 -0.43 0.07 -0.03 14.80% 
3. Out of the labour 
force 
-0.02 0.07 0.34 -0.01 -0.00 1.50% 
CERAC Conflict Classification
1. Capital city Baseline 
Source: Prepared by the authors based on CONPAS 2014                                                      
CERAC: Conflict Analysis Resource Centre                                                                    
WHODAS: World Health Organization Disability Assessment Schedule 
2. Highly affected 
municipality
-0.01 0.13 -0.45 -0.01 0.00 -1.35% 
3. Not affected 0.04 0.17 0.21 0.04 0.01 -4.98% 
4. Lowly affected 
municipality
0.03 0.44 -0.27 0.10 -0.03 13.72% 
Ethnicity
1. Non-minority Baseline 
2. Minority -0,00 -0,22 -0.23 -0.00 0.00 -0.4% 
Education Level
1. None 0.07 0.06 -0.39 0.03 -0.01 5.48% 
2. Primary School 0.03 0.45 -0.41 0.09 -0.04 18,97% 
3. Secondary School -0,01 -0.32 0.24 -0.03 -0.01 3.67% 
4. Higher education Baseline 
WHODAS 0.02 3,16 -0.15 0.36 -0.05 27.50% 
